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Sample 1500 Health Insurance Claim Form for
Enteral Nutrition Products

1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 02/058

[TTIPcA PICATTT ]
1. MEDICARE MEDICAID TRIGARE_ CHAMPVA gRoup ELKLUH OTHER | 1a. INSURED'S 1.D. NUMBER {Fer Program in lem 1)
D (Medicare #) [ Y] Medicaid "D (Sponsor’s SSN) [ | (MemberiDs) [ | (SSNorlD) [ ] (SS “l:] w1 41234567890

2 PATIENT & NAME (Last Name, First Name, Middle Inifial) 3 P‘ﬂ“r IEHT’ BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Iniiial)
MEMBER, IM A DD YY /[ | X | SAME

5. PATIENT S ADDRESS (No., Stisel) s F'-.TIEHT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS (No.. Stresl)

609 WILLOW ST Se-ll[:l Spouse[:l Chll;llj Other l:‘

oY STATE | 8 PATIENT STATUS CITY STATE

AN Y I OWN wl Single D Married l:l Other D

ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)

A Full-Time Pan-Timea \
55555 XXX XXX-XXXX Empioyed || Sdent || Student |_] ( )
9. OTHER INSURED'S NAME (Last Name, First Name, Middlz Iniial) 10, 1S PATIENT 5 CONDITION RELATED 10 11, INSURED'S POLICY GROUF OR FECA NUMBER
M-8
a. OTHER INSURED'S POLICY OF GROUP NUMBER a. EMPLOYMENT? (Current or Pravious) o, INSURED'S DATE OF BigTH SEX
MM | DD
5 M F
L= [ | | [l *0
Bl e L e SEX b, AUTO ACCIDENT? PLACE (State) | b. EMPLOYER'S NAME OR SCHOOL NAME
1 I {1 [i
| | |1 ] [Jes [Jw
o. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME
[Jves [Juo
d. INSURANCE PLAN NANME OF PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 16 THERE ANOTHER HEALTH BENEFIT PLAN?
I:] YES I:] NO 1f yes, reum 1o and complste item @ a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FC

AL 13. INSURED'S OR ALUTHOREZED PERSON'S SIGNATURE | authcrize

PATIENT AND INSURED INFORMATION ———J|<— CARRIER —

12. PATIENT S OR AUTHOREED PERSON'S SIGNATURE | authorize the réease of any medical or other inlomalion necessary payment ol medical benelits 1o the undersigned physician o supplier o
1o process this daim. | also request payment ol government benefits sither 1o myssll o o the party who accepls assignment sanrdces described below.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS {Firsi symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD Yy INJUR'Y {Accident) OR GIVE FIRSTDATE MM | DD ] YY MM (+/= YY MM DD Yy
] | PREGNANCY(LMP) | ! FROM i [ T0 |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE {7a, 18. HOSPITALIZATION D.&TE&{F\%FELATED TO CLmﬁ!ENT[E;EH‘.‘ICE%Y
sl | | gl ]
I.M. REFERRING PROVIDER wne 0111111110 FROM | i TO | i

"
=

19. RESERVED FOR LOCAL USE .OUTSIDE LAB? £ CHARGES

DYES DND [ |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relst= Items 1,2, 3or 4 io hem 24E by Line) 2, F;,‘EE'E AID RESUBMISSION
783.41 } CoD ORIGINAL REF. NO.
—— Bl
23. PRIOR AUTHOR ZATION NUMEBER
2 | ) 4 |
24 A DATE(S) OF SERVICE B. c 0. PROCEDURES, SERVICES, OR SUPPLIES E. E G. J. =
From To PLACE OF (Explain Urusual Circumstances) DIAGNOSIS e RENDERING (=]
W oo Y MM DD YY |SERVICE| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES LHIS PROVIDER ID. # E
123456789X =
| | | | | | F==1-AaRn335HD — 1 =
MMDDYY| | | 12| | Batso| | | | | 1 | XXXX/120| | | 0222222220 °
[
=
| | | | 1 1 1 | g e e =
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25, FEDERAL TAX 1.D. NUMBER S5N EN 26, PATIENT S ACCOUNT NC. 7. AL EF‘T -\abIGH{ |ELNT'> 28. TOTAL CHARGE 20, AMOUNT PAID 30. BALANCE DUE
(17 1234JED [Jves | Jno s XX|XX| ¢ ! s XX|XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 SERVICE FACILITY LOCATICN INFORMATION 33. BILLING PHC-‘."IDEH INFOAPHE |
INCLUDING DEGREES OR CREDENTIALS
(I certily that the gtalements on the reverse I M- PROVIDER
apply 1o this bill and are made a par thereol.) 1 w WI LLIAMS s-r
IM. Provider MM/DD/YY ANYTOWN WI 55555-1234
SIGNED DATE s, E = 0222222220 ° 2ZZ123456789X
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